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Aedes albopictus infestation — United States, Brazil 


United States. in August 1985, an established infestation of Aedes a/bopictus, an exotic 
mosquito species, was discovered in Houston (Harris County), Texas (7,2). in 1986, with the 
advent of warm weather and spring rainfall, efforts were begun to determine the extent of 
this infestation. During April and May, Ae. a/bopictus was found in counties adjacent to Hous- 
ton; in New Orleans, Louisiana, and surrounding parishes; and in Memphis, Tennessee. In 
June and early July, the mosquito was reported from Gulfport, Mississippi, and Jacksonville, 
Florida. 

A systematic survey of 41 cities and towns in six southern states was conducted in July 
1986. Because of the propensity of Ae. a/bopictus to oviposit in discarded tires containing 
rainwater, sites selected for survey were used-tire dumps, dealers, and recappers. Ae. a/bo- 
pictus was found to be widely disseminated in the southern United States but to have a spotty 
and discontinuous distribution (Figure 1). In many sites, Ae. a/bopictus was abundant and ag- 
gressively biting humans. The presence of Ae. aegypti in an area did not appear to retard the in- 
gress of Ae. a/bopictus; Ae. albopictus had replaced Ae. aegypti in many locations. 

The extent of Ae. a/bopictus distribution in the United States remains incompletely known. 
Efforts are under way to extend surveillance to other states, including those in the north- 
central United States where California encephalitis group viruses are endemic. The Houston 
population of Ae. a/bopictus has been shown in the laboratory to resemble northern Asian 
populations that are capable of diapause, i.e., cessation of egg-hatching following exposure 
of pupae to short day-length intervals. This indicates that Ae. a/bopictus would be capable of 
overwinter survival in northern latitudes. 

Brazil. Ae. albopictus has been found in Rio de Janeiro and in two neighboring states, Espi- 
rito Santo and Minas Gerais. identification of the species was confirmed by entomologists 
from the Oswaldo Cruz Institute and Pan American Health Organization. At present, there is 
no indication that Ae. a/bopictus is involved in virus transmission in Brazil. 

Reported by GB Craig, PhD, Notre Dame University, Notre Dame, indiana; D Womeldorf, J Walsh, Vector 
Surveillance and Control Br, California Dept of Health Svcs; D Sykes, Gulfport Mosquito Control District, 
E Bowles, Mississippi State Dept of Health; P Scheppf, A Lowe, Ouachita Mosquito Control District, C 
Greer, Rapides Parish Health Dept, GC Clement, M Ponder, Caddo Parish Mosquito Control, C Anderson, 
L Amberg, Louisiana Dept of Health and Human Resources; M Nelms, Dade County Health Dept, AN 
Davis, Broward County Mosquito Control, R Day, Paim Beach County Mosquito Control, J Gorman, J 
Ward, Hillsborough County Mosquito Control, J Shinholser, Pinellas County Anti-Mosquito District, G 
Alexander, Orange County Mosquito Control District, F Evans, St. Lucie County Mosquito Control District, 
L Scherer, Martin County Dept of Environmental Svcs, J Robinson, W. Pascou County Mosquito Control 
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District, JB Hunt, Osceola County Dept of Environmental Svcs, B Eddins, Escambia County Mosquito Con- 
trol, S Goodwin, Leon County Health Dept, P Simmonds, B Peacock, Jacksonville Health Dept, J Mulren- 
nan, PhD, Office of Entomology, Florida Dept of Health and Rehabilitative Svcs; J Heusel, Chatham 
County Mosquito Control District, D Bouge, R Patterson, Fulton County Health Dept, RK Sikes, DVM, 
State Epidemiologist, Georgia Dept of Human Resources; J Sikes, Tuscaloosa County Health Dept, B 
Houck, Madison County Health Dept, G Bennett, Houston County Health Dept, P Pate, J Hammick, Jeffer- 
son County Health Dept, CF Erdman, Mobile County Health Dept, C Cork, JT Collier, Alabama State Dept 
of Public Health; Ministry of Health, Brasilia, Brazil; Pan American Health Organization, Washington, DC; 
Div of Parasitic Diseases, Div of Vector-Borne Viral Diseases, Center for infectious Diseases, CDC. 
Editorial Note: Ae. a/bopictus, the Asian “tiger mosquito,” has been repeatedly implicated in 
epidemic dengue and dengue hemorrhagic fever transmission in Asia (3,4). Laboratory stud- 
ies have shown it to be a more efficient vector of dengue virus than Ae. aegypti (5) and a 
competent vector of California encephalitis group viruses (6), yellow fever virus (7), epidemic 
polyarthritis (Ross River) virus (8), and other agents. Ae. a/bopictus has not been incriminated 
in the spread of any viral disease in the Americas, but it represents a public health concern be- 
cause of its potential to infest areas where dengue, yellow fever, or pathogenic California 
group viruses are present and, once introduced into such areas, to spread these viruses into 
areas previously free of them. 

The discontinous distribution of Ae. a/bopictus in the southern United States found during 
the recent survey suggests the infestation may be contained through programs of surveil- 
lance, removal of breeding sites (especially tires), interruption of interstate dispersal of tires, 
and judicious use of insecticides in breeding sites. Studies are presently under way at CDC in 
collaboration with state and local agencies to determine the feasibility of these approaches. 
Critical features of the program include delineation of the full distribution of Ae. a/bopictus, 
determination of the vector’s routes of spread from infested areas, and definition of the bio- 
logic attributes of the mosquito that relate to control. 


FIGURE 1. Distribution of Aedes a/bopictus, by counties reporting — United States, as of 
July 25, 1986 
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The recent report that Ae. a/bopictus is established in Brazil is especially relevant because 
of the occurrence of a dengue type 1 epidemic in Rio de Janeiro and several other locations. 
Although evidence indicates that Ae. aegypti was the principal epidemic vector, it will now be 
important to determine the possible contribution of Ae. a/bopictus to dengue transmission. In 
addition, since Ae. a/bopictus is capable of breeding in tree holes and similar woodland habi- 
tats, as well as in urban environments, it may potentially serve as a link between jungle yellow 
fever and urban transmission of this virus in Brazil. 
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Decrease in Lung Cancer incidence among Males — 
United States, 1973-1983 


Analysis of lung cancer data from the National Cancer Institute’s Surveillance, Epidemiolo- 
gy. and End Results Program (SEER)* (7) indicates that the incidence rate of lung cancer for 
white males increased at annual rates of up to 10% per year until the 1970s. In the early 
1980's, the rate of increase slowed, then leveled. This was followed by a 4% decrease in 
rates from 1982 to 1983 (2). It is estimated that the leveling and subsequent decrease in 
lung cancer incidence has resulted in over 7,000 fewer cases in 1983 alone. This estimate 
was developed by fitting an exponential model to the incidence data for 1973 through 1978 
and extrapolating the expected numbers from the model to 1983. 

Both incidence and mortality due to lung cancer have been decreasing for men under 45 
years of age since at least 1973, and for men between 45 and 54 years of age, since 1978. 
For men over 54 years of age, the rates have leveled. Data for black males show age-adjusted 


“SEER data are monitored routinely for trends in cancer incidence. SEER incidence data covers the popu- 
lation of the states of Connecticut, Hawaii, lowa, New Mexico, and Utah and the metropolitan areas of 
Atlanta, Detroit, San Francisco-Oakland, and Seattle and represent approximately 10% of the U.S 
population. 
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Lung Cancer — Continued 


incidence rates that are approximately 50% higher than for whites; however, the trends in 
rates are similar in the two groups. Lung cancer mortality data for U.S. men have leveled to an 
age-adjusted rate of 71.2 in 1983. Mortality rates for black males have leveled to an age- 
adjusted rate of 97.3 in 1983. Because survival from lung cancer is poor, it is expected that 
decreases in lung cancer mortality will be noted in the 1984 data. 

Lung cancer incidence and mortality rates for females continued to increase markedly 
during the same period. Age-adjusted incidence and mortality rates of 32.6 and 24.3, respec- 
tively, represented over 41,000 new cases of lung cancer and over 35,000 deaths among 
U.S. women in 1983 
Reported by JW Horm, MS, LG Kessler, PhD, Surveillance and Operations Research Br, LP Boss, PhD, 
Cancer Control Applications Br, Div of Cancer Prevention and Control, National Cancer Insititute. 

Editorial Note: Approximately 15% of all invasive cancers diagnosed annually are cancer of 
the lung, and roughly 149,000 new cases and 130,000 deaths are expected in 1986 (3). It 
has long been established that cigarette smoking is the primary cause of lung cancer in the 
United States. The Surgeon General's report on smoking and health, published in 1964, was 


(Continued on page 501) 





TABLE |. Summary —cases specified notifiable diseases, United States 





31st Week Ending 


Cumulative, 31st Week Ending 





Aug. 2. Aug. 3. 
1986 1985 


Median Aug. 2. 
1981-1985 1986 








Aug. 3. 


1985 


Median 


1981-1985 





Acquired immunodeficiency Syndrome (AIDS) 192 188 
Aseptic meningitis 341 325 
Encephatitis Primary (arthropod-bome 
& unspec ) 
Post-infectious 


7.262 
3.815 


4478 
3,431 


N 
3.507 
608 


Gonorrhea 


Hepatitrs 


Civihan 
Military 
Type A 


515 
3 60 
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14,093 


Type B 
Non A, Non B 
Unspecified 


Meningococcal infections Total 
Civiian 
Military 

Mumps 

Pertussis 

Rubella (German measies) 

Syphilis (Primary & Secondary) Civilian 

Military 

Toxrc Shock syndrome 

Tuberculosis 

Tularermia 

Typhord fever 

Typhus fever, tick-borne (RMSF) 

Rabies. animal 





12.835 
13,908 
N 
4,257 
N 

152 


577 
2,145 
N 


115 





TABLE II. Notifiable diseases of low frequency, United States 





Anthrax 
Botulism: Foodborne 

infant 

Other 
Brucellosis (Ark. 1, Tex. 1) 
Cholera 
Congenital rubella syndrome 
Congenital syphilis, ages < 1 year 
Diphtheria 


Cum 1986 





Cum 1986 
| Al 
. Leptospirosis 22 
5 Plague 4 
28 Poliomyelitis, Paralytic - 

1 Psittacosis (Pa. 1, Wash. 1, Alasks 1) 56 
40 Rabies, human - 

° Tetanus ill. 1, Okla. 1, Tex. 2) 34 
2 Trichinosis 20 
1 Typhus fever, flea-borne (endemic, murine}(Tex.5, 29 
. Hawaii 1) 














“Five of the 98 reported cases for this week were imported from a foreign country or can be directly traceable to a known internationally im- 


ported case within two generations 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
August 2, 1986 and August 3, 1985 (31st Week) 

Encephahtrs a il Hepatitrs (Viral). by type 

Reporting Area "| Pamary | tectious — 6 | MAS -—1 

Cum | Cum Cum | Cum 














Leprosy 





Cum 
1986 | 1986 1986 1985 1906 | 1986 1986 


UNITED STATES 515 63 501,752 87 103 168 
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4,996 
1,004 
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15,862 
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la 
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MOUNTAIN 
Mont 
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PACIFIC 
Wash 
Oreg 
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Alaska 
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Amer Samoa 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
August 2, 1986 and August 3, 1985 (31st Week) 


Measies (Rubeola) Menin- 








Mumps Pertus: 


SIS 
indigenous imported * Total | infections 
Cum Cum. | Cum Cum Cum Cum | Cum 
1986 | 1986 | '986 | See 1985] 1986 1906 | sss 1906] See | 1985 
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UNITED STATES 91 4,499 7? 233 «2.161 1,675 79 3.019 1,567 1,242 
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“For meesies only, imported cases inctudes both out-of-state and international mportations 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States. weeks ending 
August 2, 1986 and August 3, 1985 (31st Week) 
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TABLE IV. Deaths in 121 U.S. cities." week ending 





All Causes, By Age (Years) 
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* Mortality data in thes table are voluntarily reported from 121 cities in the United States. most of which have populations of 100.000 or 
more.A death 1s reported by the place of its occurrence and by the week that the death certyficate was filed Fetal deaths are not included 


** Pneurnoma and influenza 


t Because of changes m reporting methods in these 3 Pennsylvama cities. these numbers are partial counts for the current week Complete 


counts will be avaiable in 4 to 6 weeks 
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Lung Cancer —- Continued 

followed in 1966 with congressionally mandated warning labels on cigarette packages and in 
advertising. Smoking prevalence among adult males in the United States decreased from 52% 
before the Surgeon General's report to about 35% in 1983. Such considerable decreases in 
smoking prevalence have not been observed among females; the smoking prevalence among 
women was 34% in 1965 and 29% in 1983 (4,5). Although smoking prevalence rates for 
women have never been as high as those for men, their rate of decline is about half that for 
men. Unfortunately, the percentage of smokers who smoke 25 or more cigarettes per day 
was 13% in 1965 and 25% in 1980, suggesting that the bulk of smoking cessation may have 
been among lighter smokers. During the 1960s, smokers began to use filter-tipped cigarettes 
and, in the 1970s, low-tar and -nicotine cigarettes (6). Both the decrease in prevalence and 
the changing types of cigarettes smoked have been suggested as major reasons for declines 
in age-specific and age-adjusted !ung cancer rates. 

Reports from the Surgeon General’s Office on the health consequences of smoking have 
continued for almost 2 decades and have led to formation of policy on smoking reduction as 
a major element of the health promotion and disease prevention objectives for 1990 (7). Re- 
cently, the National Cancer Institute defined cancer prevention and control objectives for the 
year 2000, which include the following risk-factor reduction objectives: (1) the proportion of 
adults who smoke should be reduced to 15% or less; and (2) the proportion of children and 
youth aged 12-18 years who smoke should be reduced to 3% or less. The attainment of 
these goals will result in more than a 40% reduction in deaths due to lung cancer than would 
be expected if the current rates of smoking prevalence continue into the next century. 
References 
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Standardization and Evaluation of the Clinical Usefulness 
of Mycobacterial Skin Test Antigens 


CDC, assisted by selected physicians and health departments throughout the United 
States, recently completed a study to determine biologically equipotent doses for skin test 
antigens prepared from several species of nontuberculous mycobacteria (NTM). This stand- 
ardization study was planned as a first step in evaluating the clinical and epidemiologic useful- 
ness of the NTM antigens. In the past, these antigens were formulated on a protein-weight 
basis equivalent to intermediate strength (5 TU) tuberculin-purified protein derivative (PPD) 
(0.1 4«g/dose) and contained no stabilizer to reduce losses from adsorption to the container. 
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To standardize the individual NTM antigen, consenting patients with compatible signs and 
symptoms and bacteriologically confirmed NTM disease received four skin tests of differing 
strengths of the antigen prepared from the homologous species of Mycobacterium and stabi- 
lized by Tween-80®. The skin tests were administered and measured by one experienced 
nurse, and the amount of induration was measured at 48 hours. Dose-response curves for 
each antigen were used to estimate the concentration bioequivalent to 5 TU of PPD-S (inter- 
national standard tuberculin), i.e., the dose expected to produce a mean reaction of 16.0 mm 
induration, which is the mean reaction to 5 TU of PPD-S observed among a series of tuber- 
culosis cases. From these data, standardized doses of PPD-B (M. avium complex), PPD-Y (M. 
kansasii), PPD-G (M. scrofulaceum), and PPD-platy (M. marinum) have now been prepared 
(Table 1). 

Reported by J Shinnick, Bucks County Health Dept, Pennsylvania; LB Reichman, MD, UMDNJ, New 
Jersey Medical School, Newark; E Wolinsky, MD, Cleveland Metropolitan General Hospital, Cleveland, 
Ohio; P Smith, MD, SUNY Health Science Center at Brooklyn, R Dattwyler, MD, SUNY Health Science 
Center at Stoneybrook, New York; J Landis, MD, Bay State Medical Center, Springfield, Massachusetts; 
R Ratard, MD, New Orleans, Louisiana; DP Schlueter, MD, Medical College of Wisconsin, Milwaukee; RJ 
Wallace, Jr, MD, University of Texas Health Science Center, Tyler, C Ahn, MD, Dallas; CR Horsburgh, Jr 
MD, University of Colorado Health Science Center, Denver; M Marks, MD, University of Oklahoma Health 
Science Center, Oklahoma City; R Hayes, MD, New Mexico Health Svcs Div, Santa Fe; Respiratory Dis- 


ease Br, Div of Bacterial Diseases, Center for infectious Diseases, Div of Tuberculosis Control, Center for 
Prevention Svcs, CDC. 


Editorial Note: A battery of standardized skin test antigens, including tuberculin and those 
prepared from NTM, has several potential uses: distinguishing mycobacterial from nonmyco- 
bacterial diseases; distinguishing M. tuberculosis from NTM infections and diseases; and dis- 
tinguishing among specific NTM infections. This diagnostic potential could not be adequately 
assessed using the nonstandardized and nonstabilized preparations. 

CDC is now beginning two studies to determine the clinical usefulness of the standardized 
NTM antigens. Adults with suspected mycobacterial pulmonary disease and children with 
chronic cervical lymphadenitis will be offered a battery of four standardized skin test antigens: 
PPD-B, PPD-Y, PPD-G, and PPD-tuberculin. The test results will be compared to the myco- 
bacterial species subsequently isolated from the patients to determine the operational charac- 
teristics of these tests, e.g., sensitivity, specificity, and predictive value. Physicians interested 


in participating in these studies should contact CDC’s Tuberculosis Clinical Research Branch 
at (404) 329-2530 


TABLE 1. Doses of nontuberculous mycobacterial antigens biologically equivalent to 
5-TU PPD-S tuberculin in patients with disease due to homologous species 





Homologous Persons Dose bioequivaient to 
Antigen mycobacterium tested 5-TU PPD-S (ug/0.1 mi) 





PPD-B M. avium complex 47 0.9468 
PPD-Y M. kansasii 46 3.0334 
PPD-G M. scrofulaceum 9 0.2603 
PPD-platy M. marinum 19 0.2185 
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Reports of 54 nonpolio enterovirus (NPEV) isolates identified in March through May 1986 
were received from state virology laboratories. Echovirus 4 was isolated most frequently 
(18/54), followed by coxsackievirus B5 (12 isolates), coxsackievirus B3 (six), coxsackievirus 
B2 (five), and coxsackievirus B4, echovirus 7, and echovirus 11 (three each). In 1985, the six 
most common NPEV isolates were echovirus 11 (217 of the 1,817 isolates), echovirus 21 
(215), echovirus 6 and 7 (187 each), coxsackievirus B2 (134), and coxsackievirus B4 (113). 
These latter six NPEV types represented 58% of the total enterovirus isolates reported for 
1985. 

Reported by state virology laboratory directors; Respiratory and Enterovirus Br, Div of Viral Diseases, 
Center for infectious Diseases, CDC. 

Editorial Note: A retrospective study of CDC’s NPEV surveillance data shows that isolates 
from March through May predict the types likely to be isolated in July through December, 
which includes the peak enterovirus season (7). The six most common isolates in March 
through May accounted for an average of 59% of the isolates detected in July through 
December each year. In 1985, they accounted for 57% of the isolates in July through Decem- 
ber. The reports of early 1986 isolates suggest that echoviruses 4, 7, and 11 and coxsackie- 
viruses B2, B3, B4, and B5 are likely to be common NPEV isolates this year. All of the top six 
isolates reported so far this year, and five of the top six isolates reported in 1985, were in the 
top 15 most frequent isolates for 1970-1983 (7). 

Reference 


1. Strikas RA, Anderson LJ, Parker RA. Temporal and geographic patterns of isolates of nonpolio entero- 
virus in the United States, 1970-1983. J Infect Dis 1986; 153:346-51. 





504 MMWR 


FIGURE I. Reported measies cases — United States, weeks 27-30, 1986 
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